the Diagnosis of Death to the U.S. President's Commission 9 (the President's Guidelines), published as "Guidelines for the Determination of Death", combined both steps in one.
The major difference between the two statements was that the Colleges' Statement noted that "It is agreed that permanent functional death of the brainstem constitutes brain death". The President's Guidelines stated that an individual presenting the findings of "irreversible cessation of all functions of the entire brain, including the brain stem, is dead".
The background to the Colleges' Statement decision can be found in the "ABC of Brain Stem Death" by Christopher Pallis, published weekly between November 13, 1982, and January 22, 1983 8 -18 • For the most comprehensive treatise on brain death one could look no further than his chapter "Brainstem death" in the Handbook of Clinical Neurology, 1990 19 in which he makes the vital statement that death of the brainstem is, "in the vast majority of cases, the infratentorial repercussion of catastrophic supratentorial disturbances". He does, however, acknowledge the existence of cases of "primary brainstem death" involving vascular lesions of the brainstem 20 ,21. The necessity for establishment of criteria for brain death arose from the practice of prolonged mechanical ventilation of bodies in the intensive care unit who, with no response to eye care or endotracheal suctioning, flaccid faces, and glazed, limp and unseeing eyes, were destined to gradual death of tissues through a persisting but inadequate blood supply, nosocomial infections and decubitus ulcers. Few of us remember that it was because no-one could be sure that recovery from this state was impossible that the entity of brain death had to be described. It then had to be equated with "death", because, unlike almost every other situation in which useless support might be withdrawn, in this case, removal of the ventilator was immediately followed by cessation of circulation. To all observers, removal of that ventilator ended the patient's life. Most societies recognize that although we all have to die at some time, it is wrong for our life to be ended by another person. What we might reconcile as an act of omission, we could not accept as an act of commission. There was no other word that could supply acceptance.
Families and friends, nurses and doctors, would no longer wait for putrefaction. They wanted dignity and an end to an intolerable and inhumane situation. They wanted a rapid end to the death which the ventilator had interrupted.
The task of tracing that point to the situation of the "beating heart organ donor'' is not easy. At its simplest we took the otherwise useless organs from someone whose heart had just stopped beating. We had to take them from these particular bodies because they were the only ones in which the organs would still be functional. The first heart donation, indeed, came from a non-beating heart donor. The transition to beating heart donation seemed appropriate. Having defined this condition as death it was then logical to remove organs once that decision was made. If a dead person had expressed a wish for their organs to be used, then the only way that their wishes could truly be satisfied was if successful transplantation occurred-ipso facto, retrieval of organs while the circulation continued.
Issues of property of dead persons, harm to the individual and the overall good to society continue to be debated. The practice of organ donation and transplantation is, however, now well established and, according to the data supplied by Dye and Pearson in the relevant papers in this issue, have the approval of the majority of both the public and of medical professionals. An overview of transplantation in Australia has been provided by McBride and Chapman.
It remains our responsibility to perform our functions in the correct confirmation of brain death, in preventing any aggravation of the pain endured by those families coping with brain death in our intensive care units, and in our obligations to our patients both in carrying out their wishes and in the care of their families. This symposium will hopefully contribute towards those goals.
A resume of the Australian and New Zealand Intensive Care Society (ANZICS) guidelines is included in this issue. The guidelines arose from the apparent disparity between practice and interpretation of the law and because of apparent marked differences in the practice of brain death confirmation and certification. Included are guiding principles on organ donation, the basis for which is apparent in the survey of personal and professional attitudes of ANZICS members. That survey showed that intensivists, having almost complete control over patient management in this situation, should take full responsibility for the execution of the wishes of their patients. The guidelines were a first attempt by ANZICS to provide some guidance on good practice in the care of families of brain dead patients, a caution about which can be.found in the report on the experiences of families of brain dead patients by Pearson et al. in this issue. This study assessed the knowledge of brain death and organ donation, and of their preferences, of people who had been intimately involved in the real situation of brain death.
Raper and Fisher have provided a thoughtful consideration on aspects of brain death and organ donation currently the subject of controversy. This paper was requested to provide an opportunity to air some views not necessarily espoused in the ANZICS guidelines. They provide a critical but sympathetic examination of brain death diagnosis and organ donation practice. Pallis has provided once again an incisive view of the problem areas of brain death diagnosis and Daniel Hanley has provided a North American perspective to end this section.
The physiological basis of brain death and the management of the potential organ donor are the subject of excellent reviews by Power and van Heerden and by Scheinkestel et al. The attention of intensivists is drawn to the many papers recommending the use of intravenous infusions of vasopressin with adrenaline or with dopamine to achieve successful and prolonged haemodynamic stability in brain dead patient^^^-^' These references, quoted to substantiate claims that brain death does not lead inevitably to cardiac standstill, are more important to those whose interest lies only in ensuring successful organ donation in otherwise unstable donors.
Dobb and Weekes provide detailed instruction for the correct performance of the procedures required to assess brainstem function and confirm brain death. Obsessive adherence to the conditions for confirmation, correct procedure and inclusion of all tests, along with due regard for the variation in speed of evolution of brain death, may go some way towards reducing the numbers of case reports which provide contradictory evidence of persistent function despite the apparent absence of brainstem responses.
Imaging techniques which may be used in the confirmation of brain death have been reviewed by neuroradiologist Lee Monsein. He has provided a deceptively simple but extremely thorough review of the tests while ensuring that we recognize their limitations.
On the subject of organ donation itself are two papers which examine how effectively the apparent preferences of the Australian public are being served. The paper by Thompson et al. is the most extensive published review of the potential for organ donation from severely brain-injured patients who become, or who might be expected to become, brain dead. Its conclusions, however, challenging, should provide the need for reflection on current clinical practice. From the same group is the paper by Chapman et al. on an analysis of the possible reasons for absence of discussion of organ donation with families of brain dead patients, and of the possible reasons for refusal. Thompson et al. have also provided a discussion of the easons for a low rate of organ donation and potential I ays of expanding organ retrieval. The only possible answer to the "slippery slope" arguments inherent in ;my discussions on expanding conditions under which prgan retrieval may occur 26 , is that all such decisions ~re a basic professional responsibility and require accountability from those charged with the care of affected patients, irrespective of the involvement of ethicists and others.
Finally, a review of the experiences of families of organ donors by Douglass and Daly provides added evidence of the value of organ donation to some families, while reinforcing the significance of the stress experienced at the time of brain death and organ donation.
Conclusions which may be derived from the results of the studies in this symposium must heed some important facts. Affected families are exposed to the extraordinary stress of sudden death. A great deal of information has to be passed on in a very short time, to people largely unfamiliar with the concept of brain death. Brain death is an emotionally unacceptable concept to families, even if they accept the information intellectually. Anger and resentment in response to requests for organ donation leave vivid and hurtful memories. The reality is that the majority of intensivists still feel responsible for asking for organ donation, and expose themselves and others quite knowingly to the unpleasant aspects of the request. The fact that they continue to do this in the face of inadequate public preparation for the prospect and realities of organ donation is unrecognized. The relief quite clearly associated with prior discussion and a decision of the deceased seems to be available only to a minority of families exposed to this event. It is those whose interests lie in transplantation who must bear the responsibility for effective public information, education and enlightenment.
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